the bone are several layers of osteoblasts, engaged in depositing new bone. Very few osteoclasts, and only a few scattered lymphocytes are present. No deafness has been noted in any of the recorded cases but the histological similarity is interesting and analogous to that described by Mr, G. J. Jenkins in his recent paper on " Otosclerosis and Osteitis Deformans." DISCUSSION. Mr. LAYTON said that this disease occurred in the chimpanzee. He considered it was a very interesting subject and hoped Dr. Guthrie would continue his investigations. In his opinion the causes of this condition of hypertrophy of the upper jaw particularly required investigation. He would like to hear Dr. Guthrie's views as to the possibility of some microbic infection being the original cause.
Mr. F. H. WESTMACOTT said he had been interested in these cases for a considerable time, and thought the point which required special investigation in the clinical aspects of these cases-in differentiation from other diseases of the bone of the superior maxilla-was the swelling in the canine fossa; in other diseases it encroached upon the orbit and the nose. He (the speaker) had not seen any case which was not limited by the orbital plate, it never invaded the internal wall. It always affected the antrum.
Dr. GUTHRIE (in reply) said that with regard to Mr. Layton's suggestion of microbic infection causing the hyperplasia, the microscopic appearances gave no support to such a view of the etiology. As to the question of carious teeth-the study of literature would rather suggest that dental caries was rare, and in the specimens which he showed there was no caries. Regarding Mr. Layton's reference to nodular growth in the upper jaw of a chimpanzee he (Dr. Guthrie) thought this was probably a case of " osteitis fibrosa." 2 Mr. Westmacott's suggestion as to the transition from this disease to sarcoma was very interesting. In the case of the kidney the possibility of the transition between adenoma and sarcoma had been raised by Mr. John Fraser, of OBSERVATIONS based on fifty-three cases-forty-nine private, four hospital -seen from the latter half of 1919 to the end of 1922. The region of the lingual tonsil is largely responsible for certain symptoms which may be divided into three groups :
(1) Thirty-four cases with vague aches and pains, discomforts and -sensations in the throat, come within this group.
(2) Twelve cases with paroxysmal cough, often most intense and persistent, distressing alike to patient and friends. In all these cases disease of the lungs was definitely excluded.
(3) Seven cases with dysphagia varying from slight difficulty in swallowing to absolute inability to take solid food, come under this heading.
The appearance of the lingual tonsil in these cases varies from the normal to that of definite hypertrophy and varix. In twenty-four cases out of fiftythree no departure from the normal was noticed.
Treatment.-(l) Local: Applications of a 1 in 40 solution of silver nitrate to the region of the lingual tonsil; galvano-cautery to the same region; the daily use of an oily spray containing menthol. (2) General: Correct any alimentary or intestinal disturbance; treat gout or rheumatism; combat neurosis with bromides and valerian; treat endocrine insufficiency with appropriate glandular extracts.
Results of Treatment.-Ascertained by forty-one replies from fifty-three patients written to. Results divided into four groups:-
(1) Cured: eleven cases. The patient declared himself absolutely free from all symptoms, and had remained free for a minimum period of six months.
(2) Much improved: eleven cases. The patient says he is much better but has occasional relapses.
(3) Improved: fifteen cases. Definite improvement has taken place but the symptoms still persist in minor degree.
(4) No better: four cases.
Taking the cases in their groups according to symptoms the effects of treatment are as follows:-Groutp 1.-Comprising the vague aches and sensations. Thirty-four cases: six cured, four much improved, twelve improved, three no better, and eight no reply.
Group 2.-Paroxysmal cough. Twelve cases: three cured, four much improved, two improved, one no better, one no reply.
Group 3.-Dysphagia. Seven cases, two cured, three much improved, one improved, one no reply. The two patients who were cured complained of absolute inability to take solid food.
DISCUSSION.
Mr. C. A. PARKER (President) stated that at one time he had made a good many observations as to the possible connexion between abnormalities of the lingual tonsils and the various symptoms sometimes attributed to them, and he had come to the conclusion that on the one hand there might be considerable changes in the tonsils without any symptoms whatever, and on the other hand there might be many symptoms without any changes being present. It was perfectly true that relief of symptoms might be obtained by cauterization of the lingual tonsils, but the same relief followed cauterization of the posterior wall or lateral bands of the pharynx, or the application of any form of counter irritation to any part of the pharynx. He did not think the lingual tonsils were responsible for the symptoms described.
Dr. WILLIAM HILL said that having seen a number of these cases with X-ray reports, he had never found bismuth remaining behind in the deep pharynx, a fact which showed that there was no obstruction to swallowing. Mr. Jones had exhibited X-ray plates with bismuth in the deep pharynx, and although he would not say his own researches were exhaustive, Mr. Jones had found what he (the speaker) had not discovered. In his (Dr. Hill's) opinion it was not advisable to rely too much upon the radiographer's report on the oesophagus.
Mr. M. VLASTO said that a good many of the cases which Dr. Jones had reported had probably no organic basis. The term " dysphagia " was used indiscriminately to denote difficulty or pain on swallowing. This had often given rise to misunderstanding. He attributed more importance-as an expression of local affection of the faucial region-to pain produced by a dry swallow than to that produced by the swallowing of food.
Dr. P. WATSON-WILLIAMS said that in his experience the lingual tonsil was very seldom responsible for patbological symptoms. Of course it did participate in inflammatory conditions of the throat, and it nmight be the seat of rheumatic or septic infection, abscess, &c., but such cases were few and far between. He had seen cases of most extraordinary hypertrophy of the lingual tonsil, and as in these there had been an incessant cough from which the patient had failed to get relief he had felt it necessary to operate and remove the hypertrophy. He did not think he had cauterized the lingual tonsil for twelve years at least, though many years previously he had himself frequently attributed symptoms to this lingual tonsil, and used the cautery, as he now believed, unnecessarily. He took this opportunity of explaining definitely why he could not regard the lingual tonsil as being the essential cause of all the symptoms described by Dr. Arnold Jones.
Sir WILLIAM MILLIGAN said that he had taken a particular interest in the lingual tonsil. Although he was indebted to Mr. Jones for raising the point, which was worth discussing, he (Sir William) would say at once that during the whole of his professional career he had never been able to associate more than one or two cases of enlarged lingual tonsils with any definite clinical condition. He thought the symptoms described were purely nervous. They occurred, as a rule, in highly excitable women as a local expression of a general nervous condition. He thought there was considerable risk in surgical interference with the lingual tonsil; cases had been recorded in which very severe and dangerous hEemorrhage had occurred. At the same time one would take risks if one could definitely associate clinical symptoms with pathological conditions, So far as his experience went, the lingual tonsil was a very harmless organ.
Mr. TILLEY said that he also thought that the symptolmls described as the result of enlargement of the lingual tonsil were of nervous origin. Mr. Lennox Browne-the chief upholder of the significance of varicose veins at the base of the tongue-mentioned spasmodic wry-neck and paralysis of the deltoid as symptomls of that condition. He (Mr. Tilley) had seen several cases in which cauterization of the lingual tonsil had failed to cure local discomforts, and he had come to the conclusion that any improvement was due to imagination. That opinion was expressed twenty-five years ago. Probably several members present would recall the very sharp controversy which occurred about that time. He (the speaker) could not bring himnself to believe that so many laryngologists could possibly have overlooked the significance of this region had there been truth in the theory. It was quite uncommnon to find these symptoms in men, whereas they were frequently present in women who led sedentary or unhealthy lives, and more particularly at the time of the menopause. He thought these facts pointed to the symptoms being of nervous origin, rather than due to any local lesion in the lingual tonsil. As to the relief obtained from cauterization or local applications of pigments, he thought patients would get equal relief if the application were to the back of the neck.
Mr. H. J. BANKS-DAVIS said that the majority of students nowadays seemed under the impression that it was useless to enucleate the tonsil with the guillotine unless the lingual prolongation was enucleated at the same time, and they were taught that unless the tonsil were renioved by dissection the patients would not get the relief required. This was perfectly untrue. He was under the impression that the lingual tonsil was a mucous gland, and that its function differed from that of the faucial tonsil in consequence.
Mr. W. S. SYME said he agreed that one did not generally look to the lingual tonsil as a cause in cases of difficulty of swallowing, &c. At the same time he was quite convinced that he had seen a few cases in which an enlarged lingual tonsil had caused symptoms of spasmodic cough and difficulty in swallowing, and in which the removal of the enlargement had resulted in relief of the symptoms.
Mr. ARNOLD-JONES (in reply) said he was glad that his paper had, at any rate, brought about a discussion. He believed he had been misunderstood, because he did not contend that it was necessarily the presence of an enlarged lingual tonsil which caused the symptoms, but that it was something which occurred in that area analogous to what occurred in the sensitive areas of the nose in spasmodic rhinitis. In none of his cases had he met with sufficient hypertrophy of the lingual tonsil to justify removal. He maintained that cauterization of this lingual tonsil area undoubtedly brought relief, and if such a simple measure could produce absolute comfort in cases of spasmodic cough, and in some cases of dysphagia, he did not see why it should not be more widely used. The position he had taken up in his paper was that this area had been overlooked. He thought that in these days of high grade surgery a small region like this, which offered no opportunities for heroic operations, was likely to escape notice. He (Mr. Jones) thought it called for more attention than it apparently received at the present time.
The Treatment of Large Foreign Bodies impacted in the Gullet.
By D. R. PATERSON, M.D. (ABSTRACT.) No problem gives the endoscopist more concern than that of dealing with foreign bodies in the upper food passages, a problem arising, not infrequently, from the size or irregular form of the object.
Large bodies are usually impacted in the upper segment of the gullet, above the level of the suprasternal notch; more rarely, about the hiatal opening. Besides being bulky, they may be jagged in form, with edges and points which impinge on the wall of the tube and constitute a danger from penetration and infection of the surrounding tissues, demanding prompt and efficient measures.
Among the commoner objects met with are dentures, pieces of bone, metal discs, pins of various forms, &c. Some, from their mere bulk, become firmly held up, and, if allowed to remain, soon become surrounded by swelling and aedema of the gullet wall, which adds greatly to the difficulty and danger of extraction. Even a large tooth-plate with a smooth surface may be so wedged in that it is hard to move, especially if attempts have been made to push it down with a bougie. It is, however, much more serious when the body has sharp angles and metal hooks which are apt to embed themselves in the mucosa and anchor it fast. A fractured denture of thin vulcanite is always a source of anxiety. Even more dangerous are large pieces of bone with sharp edges and irregular surfaces and crevices which harbour septic material-a factor which increases the risk of pressure ulceration. A patient came into hospital suffering from purulent mediastinitis, four days after swallowing a spicule of bone pointed at each end. Though it had not been interfered with, it was found at the post-mortem that one point had completely perforated the gullet, and the other nearly so. Cracked dentures which have been worn for a time, and badly kept, are liable to set up septic trouble. Safety-pins and pins variously mounted, also present difficult problems.
Before dealing with a foreign body, a careful survey of the case is absolutely necessary. The possession of a duplicate of the object is a real help. Radiograms made in different planes-antero-posterior, lateral and oblique-should be available, so that the exact presentation of the body may be made out and the problem of its extraction considered beforehand. Under general anaesthesia a careful inspection should be made for the purpose of orientation. Tubes of various calibres should be used; the larger give wide access; with the smaller,
